Background: Common mental health problems are prevalent in prison and the quality of prison health care provision for prisoners with mental health problems has been a focus of critical scrutiny. Currently, health policy aims to align and integrate prison health services and practices with those of the National Health Service (NHS). Medication management is a key aspect of treatment for patients with a mental health problem. The medication practices of patients and staff are therefore a key marker of the extent to which the health practices in prison settings equate with those of the NHS. The research reported here considers the influences on medication management during the early stages of custody and the impact it has on prisoners.
Introduction
Mental health care provision in prisons constitutes an important system of mental health world wide. However, there has been long standing criticism of the care of prisoners with mental health problems and those at risk of self-harm and suicide [1] . Over the last decade a number of organisational and practical changes have been introduced with a view to reforming the system [1, 2] with a particular emphasis on the impact of the early stages of custody. Measures which have been advocated and are gradually being implemented include increasing the availability of day care facilities to provide therapeutic settings in which members of community mental health teams (CMHTs) can run appropriate interventions, the expansion of wing-based in-reach services, the engagement of community-based health professionals to assist in promoting continuity of care on entry to prison and postrelease, and self care [1, 3] . The policy objective behind these changes has been predicated on the notion of equivalence in the range and quality of services available to prisoners and the integration and normalisation with NHS services. Expectations and assumptions behind this new approach include better recognition of the difficulties associated with adjusting to prison life, directing those finding it difficult to cope to appropriate psychological support, greater awareness of and identification of mental health problems, making appropriate referrals, and producing a care management plan (incorporating a medication regime if necessary) for those requiring care.
In spite of the increasing influence of NHS policy and practice, and a willingness to consider the broader determinants of prisoners' health, the notion that prisons can be supportive, healthy environments is at odds with the view that a therapeutic approach to mental health is undermined by an ethos that disempowers and deprives through processes devoted to discipline and control [4] . With estimates that as many as 95% of prisoners have a diagnosable mental health or substance misuse problem or both [2, 5] , the ability of prisoners to access primary care services and manage a mental health problem represents a basic indicator of the extent to which normalisation of NHS protocols and values may be judged to have been embedded in everyday Prison Service practice. Medication management is a key indicator of the extent to which prison mental health practices equate with those delivered in community settings. Whilst previous qualitative research has considered the factors influencing helpseeking for mental distress by offenders [6] , the management and practices of managing medication has not been comprehensively explored. Amongst community populations previous research reports ambivalent attitudes to the taking and prescribing of medication. However, notwithstanding negative side effects, the taking of psychotropic medication for those living in ordinary community settings has been viewed as a key 'prop' in managing mental health. Additionally, shared decision making based on a concordance model which promotes the patients' active involvement has become an adopted norm within mainstream NHS provision [7] . Drawing on the narrative accounts of prisoners and the staff they must negotiate with, this paper considers the prescribing and taking of medication related to the management of mental health problems in a prison context.
Methods
Ethical approval for the study was obtained from the South East Multi-Centre Research Ethics Committee. Data derived from a mixed qualitative methods approach incorporating semi-structured interviews that were supported and informed by participant observation was collected at 4 local prisons 1 [see Appendix 1] A total of 71 members of staff and 39 prisoners were interviewed [see Table 1 ]. Members of staff were selected whose daily responsibilities brought them in contact with high-risk categories of prisoner (as described below). These 'key informants' included officers working in reception areas and on induction units, and health care professionals accustomed to managing high-risk patients. A purposive sample of prisoners was selected to provide 'information-rich cases for in-depth study' [8] , and to enhance 'situational generalisability' [9] [See Table S1 , Additional file 1 for further information]; these included prisoners who:-1. were known to be suffering with or who had a recent history of mental disorder; 2. were currently withdrawing from drug or alcohol misuse;
Semi -structured interviews
The interviews lasted approximately 45 minutes to 1 hour, and were recorded on a portable hand-held audio device using micro-cassettes.
Interviews with staff focused on participants' attitudes, and knowledge and training in relation to the identification and management of mental health problems. Staff were asked about their current practices, the division of labour and the impact that the environment had on mental health related work, and were asked about their professional relationships with other members of staff, and with the prisoners that they manage.
Interviews with prisoners explored participants' state of mental health on arrival in prison, their concerns at that time, and how these concerns were met. Prisoners were asked about the environment, regime and practices that they had experienced since entering prison, and the effect that these had had on their mental health. Prisoners were also asked to comment on their relationships with members of staff from various disciplines and their ability to access support networks.
A manual, iterative and reflexive approach to the thematic analysis of the interview data collected during this study involved the repeated review of both the audio recorded interviews and transcribed text to draw out key themes. Tables were then produced to highlight these issues; the tables permitting inter-group (i.e. between establishment/ staff grouping e.g. nurses, officers, medical staff) and intra-group (i.e. between individuals within a particular establishment) comparisons to be made, assumptions derived that could be retested in the data collection process, and finally, conclusions drawn. This process closely follows that described by Miles and Huberman [10] .
Participant observation
Structured observations intended to compliment the data accrued from the interviews centred on areas identified as having the greatest impact upon the detection and management of high-risk prisoners in a bid to capture representations of interaction between staff and prisoners. These areas included reception, induction, residential, inpatient and detoxification units. A non-participative approach with the intention of recording as much contextual information (through the noting of verbal comments, descriptions of the physical setting and details of associated processes and events) was adopted. Considerable importance was placed on efforts to merge with and cause minimal impact to the environment being studied. Periods of observation lasted between 2 and 7 hours in each location. Field notes were recorded using pen and paper. Analysis through the interpretation of observed events, consideration of alternative perspectives and meanings, and development of theory was initiated as the observations took place as suggested by May [11] ; clarification of recorded events being sought through timely informal query or in the course of interviews with participants. Subsequent to data collection, field-notes were subject to review and re-evaluation with a view to further interpretation and comparison with interview data where possible.
Results
The key themes to emerge from the data included the consequences that disruption to prisoners' medication on entry to prison had on their well-being, the impact of inherent restrictions within prison regimes and practices, illustrations of the ways in which prisoner-patients' autonomy in relation to taking medication is curtailed, the ensuing distancing of relationships between health- When medication was received, the lack of personal control over taking it was more curtailed than prisoners were used to, causing disruption to practiced means of controlling their symptoms. Healthcare staff recognised the benefits of providing some in-possession medication but were keen to point out the security and welfare concerns associated with certain drugs being used as currency, and the potential for suicidal prisoners to stockpile supplies. Whilst the suggestion that dispensing medication from the prison pharmacy or on the wings provided useful opportunities for monitoring patients' state of health, this approach was recognised as doing little to develop personal responsibility and was widely recognised as failing to meet many prisoners' needs with respect to the timing that medication should be taken. Alienation and mutual distrust: anti-therapeutic relationships between staff and inmates over medication prescribing Patient-centredness is a hallmark of high quality primary care within the NHS. In recent years a focus on negotiating medication with patients has become mainstream in primary and secondary care and the notion of a therapeutic alliance over medication and the provision of information has become normative. A majority of the respondents made it clear that they felt there was little point in speaking to the doctor as their requests to have their medication adjusted were generally ignored. One female prisoner who had a history of schizophrenia went further, stating that she was reluctant to engage with medical staff out of fear that complaining might result in her current medication (which had been prescribed by the doctor at the previous prison from where she had recently been transferred) being removed altogether. When asked if she queried the dose that she had been given, she replied:
"I didn't bother. I was more concerned about taking my medication, and I didn't want to say anything 'cos I thought if I said anything they might just take me off it... So I just kept my mouth shut basically. I daren't say anything. You know what they're like." (female prisoner, ID 17)
The perceived arbitrariness of prescribing practice was central to the frustration and heightened anxiety experienced by many prisoners, and was identified as contributing to the strained relationships between inmates and healthcare professionals -a point illustrated by a participant who remarked: Whilst this participant's comment makes indirect reference to the benefits that follow from there being a history of contact with one's GP -an association that rarely develops during comparatively short stays in local prisons, one nurse alluded to the comparative ease with which difficult and potentially unpopular decisions regarding patients' treatment regimes could be implemented in prison settings, stating:
"The standard of care [medical care] is good, and I would think that some of the inmates would think it was good, but a lot of them would think it was bad because they're not getting what they get on the 'out'... If a doctor is in his surgery on a little estate somewhere and someone comes in screaming and shouting for something, and he feels intimidated and wants his surgery to be nice and quiet, he'll give them a script, a prescription, and he's got them out the door.... But if you're in a place like a prison, where they can't go anywhere, they can't be disruptive or if they are disruptive, they can be removed, then you can say 'no, I'm not going to give you that drug'. And so I think that the general consensus might be that we've got rubbish doctors because 'the doctor on the 'out' would give me it'. But it doesn't necessarily mean that the doctor on the 'out' is good, it's not his fault but a lot of people get pacified on the 'out'. People get kept on Valium for years and it shouldn't happen". (nurse, ID 8)
Despite the level of concern expressed by prisoner participants in relation to their medication being changed, reduced or stopped completely, few health care staff made direct reference to these issues, and fewer still commented on the effects that such occurrences might cause. However, a prevalent theme among those that did contribute to this issue highlighted their concerns that prisoners were often disingenuous in their claims that they had been receiving some prescription drugs, as illustrated by the following quote: 
"Like there's one guy at the moment who is convinced that he's on certain doses of certain things and I've got the GP to read me his psychiatrist's letter that came in

Observation 5 -Prison Y, approximately 16.30 hrs
Dealing with co-morbidity and managing withdrawal from drugs Twenty-five of the prisoners interviewed recorded a past history of drug or alcohol abuse. Although not everyone entering prison either requires or requests assistance with withdrawal, those who test positive to having an ongoing substance misuse problem are invariably offered a chemical detox. Participants' comments were found to focus on several areas of concern. Most significant was the variation in practice adopted by different prisons. The following prisoner's comments relating to the prescription of pain relief during detoxification typify the experience of many others: Being moved from one prison to another, either for permanent transfer or in order to facilitate an appearance at court in relation to offences committed elsewhere around the country was once again found to cause disruption to prisoners' medication. One such example emerged in the comments of a participant who had been started on a course of pain relief to help with his detox from heroin when he first arrived in prison. He stated:
"... but when they shipped me from here to PPPP [a prison nearer to court], my detox medication, I never got that for three days."
The same participant went on to recall how during the 3 weeks he was at the other prison, he received medication to try to stabilise his mental condition. However, by the time he returned to the original establishment, although he had completed his detox, his mental condition deteriorated, causing him to be placed on the prison's in-patient unit for 2 days. The following comment once again highlights the lack of support felt by the interviewee from residential unit officers at a time when he was evidently feeling unstable, and highlights the number of different residential wings to which he had been assigned during the first 6 -8 weeks that he had been in custody. One other area of complaint to emerge in prisoners' dialogue relates to the absence of information provided by health care staff concerning the medication that they were given. Some prisoners clearly felt they were being patronised and their legitimate interest in the drugs they were being given was being disregarded by some health care staff. Whilst this approach on the part of some health care professionals may result from a wish to avoid confrontation or genuinely result from the view that the treatment being suggested is perceived to be in the patient's best interest, it belies the extensive pharmacopoeic knowledge that many prisoners who have struggled with enduring mental illness or substance misuse are likely to have, and demonstrates not only a lack of appreciation for the need for effective communication but appears to depart significantly from what would be considered good practice in the wider community. One prisoner described a conversation that took place during the health-screen interview. 
Discussion
The health behaviours, clinical and demographic background of prisoners make an important contribution to health in prisons. However, the environment, the regime, and the organisational culture are likely to be more important [1, 2, 12] . Medication practices are a key indicator of and contributor to the therapeutic prison environment. They have particular relevance in light of findings that approximately 20% of male and 50% of female prisoners take some form of psychotropic medication [13] , and that the taking of mood-modifying medicines such as minor tranquillisers and other psychotropic medication provides support and encourages patient engagement. An important element of the later is to encourage patients to participate in daily decisions about treatment which in turn is perceived to be a key part of their recovery [7] .
This study found a tension in the standards and nature of official policy concerning mental health and what is happening on the ground. Prison policy espouses the goal of delivering mental health services to prisoners that provide 'effective through-care that responds quickly and seamlessly to their changing needs' [2] , yet a common theme to emerge in the descriptions of both inmates and prison staff indicated discontinuity in medication treatment received on entering prison. Such findings are contrary to the purported goal of seeking to normalise mental health care in prisons to equate with the norms, values and practices existing in the wider community. Delays, stoppages or changes to medication were noted to be the underlying causes of confusion, anxiety and distress reported by half of prisoners interviewed. At a time when prisoners are perceived to be in a particularly vulnerable state and experience the loss of normal social support, such actions should be recognised as representing the removal of a prop. Restrictions to self-medicate further limit individuals' opportunities to engage in self-medication and management that are generally available to them in community settings.
The role of staff in providing high quality mental health care has been highlighted by HM Chief Inspector of Prisons review [5. This report stresses the importance of relationships between prison staff and prisoners, and warns of the danger of staff failing to recognise the impact that entry to prison for the first time can have. Notwithstanding the deficits associated with local prisons (the high turnover of the prison population, overcrowding, inadequate resources to provide purposeful activity etc) and the difficulties encountered by nursing and medical staff working in an environment in which 'healthcare culture is influenced by traditional attitudes, with an emphasis on security [1] , the importance of doctor-patient communication has been suggested as playing an important role in securing effective treatment outcomes. Indeed, it has been suggested that patients have multiple needs which fail to be voiced due to doctors misinterpreting what their patient's agendas actually are [14] . The findings of this study confirm this to be particularly so in prison settings where pre-conceived notions of prisoners' objectives, the limited amount of time available to conduct patient interviews, and doctors' attempts to 'fit in' with established prison practice [1] . The latter often resulted in frequently rushed, impersonal consultations in which little attention appears to be afforded to prisoners' concerns and little interest shown in discussing treatment options. The dysfunctional nature of such interactions both promote and perpetuate prisoners' views of health care as being another form of discipline, whilst they themselves are generally perceived as 'problematic' or 'malingerers' [15] .
Conclusion
One risk that requires managing in prison settings is the obtaining and use of prescription drugs ....for which there is no medical justification. Accounts of staff and observations carried out in the course of the present study suggested that a proportion of prisoners may attempt to deceive healthcare staff in order to obtain prescriptions. An unfortunate corollary of this is that prisoners as a group are typecast as being untrustworthy and manipulative; such labelling consigning those who present with genuine mental health problems (as indicated by formal screening and previous community management) to greater suffering, loss of control, deterioration in mental health state and risk. Whilst some ....prison healthcare staff have a role to play in deciding on prescription changes or encouraging self medication practices which are conducive to patients' routines and needs, it is likely that even those performing to the best of their ability are likely to be constrained by organisational, environmental and cultural factors which currently restrict or pose barriers to introducing standards of service that are commonplace in the wider community and to which the Prison Service aspires. The distribution of in-possession medication and control over self-medication is to be promoted to those who would benefit. This is already accepted working practice in some establishments; risk assessment and the establishment of appropriate protocols having been incorporated into working practices. The supply of prescription drugs which may be subject to subsequent misuse remains a risk for prison staff that needs to be managed. However, findings suggest that attention needs to be given to removing institutional barriers, and changing professional practices and interactions with inmates with mental health problems in a way that is more therapeutically orientated. The limited opportunity for consultation during rushed reception procedures, the availability of appropriately trained and experienced medical staff at such times, restrictions to patient contact due to the prison regime [16] , and the technological improvements to modernise prison records and IT systems are just a few examples that undermine the effective care of prisoners. In the absence of the organisational changes required to effect more flexible working practices [17] and afford healthcare staff the time they need to 'unpack' prisoners' health matters and engage in dialogue that addresses their concerns, this paternalistic approach to restricting prescribed medication will continue to the detriment of those in greatest need and hamper progress towards the goal of ensuring that prisoners receive an equivalent standard of care to that more widely available in the NHS.
Despite evidence of the scale of mental disorder among prisoners and an acute awareness of long established deficits in the standard of prison healthcare, much of the progress towards addressing the inherent vulnerability of such prisoners appears to have been slow in its implementation limited. Current moves to introduce mental health in-reach teams and dedicated detox. facilities are an important step to improve patient access to specialist services. Nonetheless, their effectiveness is likely to be undermined if there is no change in routine practices and a greater awareness of the need and opportunities for prisoners to take personal responsibility for their treatment. The latter is relevant for developing therapeutic relationships and the nurturing of ideologies that support the interests of a more therapeutic regime [18] .
